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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s BirthRight
Hospital .

It takes a lot to treat the little.
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Patet Namegof@/}a{%a(faﬂ tfai(fsirtn: 4”’5 015 . A

..................................... AR ...k
O-71. Kol- 00222293
Gender: ......... . Ward: .........\2. T uHID No.: (A0 002 727
Date of Surgery: ....... “)/5/7/6 .................. 10T-1 [J10T-2 AZOﬁi [10T-4 [JOBGOT-1 []OBGOT-2
Name of the SUrgery : ................ Dw“%’mﬁ?d/f\‘ﬂ.—/\)ﬁ«?@-ﬂ .......... MDQC—"["? ............
s ff—w\ o P S Pecled PEE o éjg{e/m%
v ]
Timein :.......... QZ’YCF”? ......... e Ot 4. F60p. ..
AMOUNT
L. SUBOR @ sl R N Al v, esiilbaisiessisisasssssssinsesssisin
2. Anaesthetist B XY TR A S N St et S ) R e R
W T T TR NG | SRR Wi A SRR I B < o S W R R .
L e e R B P A L
5. Circ'ulating Nurse = CeAR= At AT, LU RN A F, A5 N G NRR . L R
6. Assistant Nurse ﬁﬂﬁ .....................................................................................................
Special Equipment:  [] Laparascopy (| Broncoscope ] Harmonic (] Morcelator
[ C-ARM 1 Cystoscopy ] Versa Point ("] Liver Cusa

"] Neuro Cusa Wk T ORE  oEU R.

Signature of the Surgeon Signature of Circulating Nurse
Order No: ....... 3698495 Order by: @waﬂrﬁr}n,
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::!;",g;' ‘BirthRight‘ ESTIMATION SLIP
KoH-p02 P47 sino. 3197
Age: ” ender:
Father's / Husband's Name : " a Corporate / Occup##on :

Address:A%ge Phone : £££ gd ;:191"0 Email:

Procedure / Plan :

Date : 4 5 UHID / IP No. :

Name of Patient :

MODE OF PA : [ > 4 S
TARIFF INFORMATION: [\ .. Pvin ™ a4 DL
ROOM - ¢
z PICU
P oinly GW .| sW | TSW | PR_| DLX LX | Nicu
Room Rent & ¢ £ % -
Nursing Charges Q ; >
Doctor's Fee ¢ ( # P ) \1 5
L. Tax 3 ; (
__ PARTJCULARS “ <y __AMOUNT @
Sdrgeon's / Anesthetists's Fee / O. ﬁimrges M__ A A " .
O.T. Consumables -k C wﬂ : ': . Subject to approval by TPA / Insurance Company
Instrument Charges “Not Covered by TPA / Insurance company
e g NotCower
nsurfables & InvesTigations 9-_.‘)6’.._ As per actual - Not Included in Estimation
Monitor : ¢ Oxygen : . Infusion pump / Syringe pump :
i t B
g:’:::;" Ventilator : | Conventiopal : | _ HFO-SLE 5000 : HFO Sensormedix - |
1 Phototherapy : | Single Surface : _— Double Surface : | Triple Surface :
Blood/ Blood preducts / Implants / IP or w\, { :
OP IC eoitations Bt As per actual - Not Include;:l :..i .Btimatmn ‘
Package
Others 1 7 \
Initial Minimum De

Sy e -
N/, ” ; o flonitod
: 63}!% 2 RONOT v
1. 7he esnmatcd amount may change actording t f stay, medical condition, i vestigations, pharmacy and any other procedure.

2. The estimated surgical charges may vary subject te surgeon's decisions / Complications/Patient’s requirements / Mode of Procedure (Like Laparoscoplc,
Thoracoscopic, etc)/ Unilateral to Bilateral Procedure, === ‘s ————— !

3. Incase the patientis shifted from lower category to hlghercategory, all charges for ﬂ;e consulmnl visit, mveeugaucps operauons and/or roced
=0T GQTISSION Wi BC qeCoTame mmgé‘%m. : { ¢

4. Room eligibility is purely subject to TPA approval and the package/Room tariff starts fmm the time of a&mxssmn

» Wil <% 4

5 E(';poﬁonafealﬁcrenceof blllamountxsapplca Sherpnant Bprov Wh.lC ; ﬁm
STy TOT B TETMDUTSed by The 1P UInsurance Company at later stage. . ) m i T o (
— ’ :
. For Non-Medlcﬁs’l’)lsposaﬁ Consumables, lnfuslﬂﬂ'?ump,‘ﬁx-eflmp Ants hsAg, Vivdl tration '

6 s
F\ Charges, etc, credit cannot be extended. These items are not payable to uSa8 Per THSUramee*Comp:
¥ )

y norms.
During N“ﬁ“ rking hours of O.T (8:00 PM ot 7:00AM), Sundays & Public Holidays, 30% extra charges are applicable on surgical cost, and this is not
covered by TP, urance company. In case the length of stay is beyond the package permitted, additional pdymﬂnt is applicable, for w)pch kindly contact the

Financial Counselifg desk between 9am to 6pm

8. Difference, if any betWgen the final bill amount and amount
the patient. In case of d&nial; cash tariff would be applicab

9. Two attendants are permitted with patients in SDLX, DLX ahd P
s perrrutted in ICU's. Kmdly check your billing status on day'to day

DECLARATION M
have attended the Financial Counseling desk and understood! sts /

applicable. In"case suhnce Company rejects the claim for whatsoever reasons at any point of time after dlscharge I promj e clalm with the hospital
% < : . Bty

i

ategones of rooms. And no anenda.nl

Signature of, the Client " e Financial Counselor

- i ~ : ~ 1



Rainbow Children's Hospital - Banjara Hills

z | @

Rainbow . 8-2-120/103/1,2,3.4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children’s| _ ,Telangana, India ,500034.

Hospital B TEL NO :+91-40-4466 5555

N WEB : https://rainbowhospitals.in
ADMISSION SHEET
A . : (ORI LR ERE LN LR

Registration Details :

Admission No : IP5-00176272 Admit Date : 11-Jul-2026 Admit Time [ 04:25 PM UHID : KOH-00275793
Patient Details : A

Patient Name : Baby AARADHYA PANDEY Age :11Y2M7D

Guardian : Mr JEETENDRA KUMAR PANDEY DOB : 04-05-2015

Gender : Female Religion :
Occupation Martial Status : Single

Address (H) - FLAT NO 721, BLOCK B, WESTERN PLAZA, OU Phone No : 8886773030/ 8886772020

COLONY, SHAIKPET Golconda Hyderabad E-mail . jitu_ésebit@yahoo.co.in
Telangana INDIA 500008 - WERINI,
Admission Details :
Bed Type : DAY CARE Bed No : POST OP 409 Ward Name :4F-OT COMPLEX
Room No : POST OP 409 Admission Type : First Visit
Contact Details :
Name : Mr JEETENDRA KUMAR PANDEY Relationship : Father
Contact Address : FLAT NO 721, BLOCK B, WESTERN PLAZA, Phone No : 8886773030
OU COLONY, SHAIKPET Golconda Hyderabad
Telangana INDIA 500008
Signature

Doctor Details :

Dector Name :Dr. PV LN MURTHY Specialisation : EAR NOSE AND THROAT

Referral Doctor : Self Phone No

Co-Consultant . 1, FAISAL B NAHDI

Payment Details : Deposit Amount  : 0.00

Payment Mode : Cash Payor Name C(;{l[_)'IEDC ERGO GENERAL INSURANCE

inted Date / Time : 11/07/2026 16:30 Printed By : 015284 Page 1 0of 2




Doc. No. : RCH/ FRM / GENERAL / 125

5.5017827'1 ;
Kou-ooﬂ!" Apmo‘:‘f 5 - Ds MDSUD? U& Rainlb‘”%w
o Children’s BirthRight
i CONSUMABLES OF 0T Foial | P
w | b _
atilatingsiafl . s N i, BEINICIEN .. i e s DAt s o sl sk Te s it oy
Anaesthesia Disposabl wsved Y usoa | SUrgical Disposables wsued Y ueea| Disposables (Baby Side) m‘u—“' ot
ET tube 7 \A\ | —F Major Pack =Y Inj Vit.K
LMA v D> | Sutures ~— | Cord Clamp
ECG leads C%“/ N < D Suction Catheter
HME filter{ A/ P/ N \ 0| Feeding Tube
Syringes : 10 cc v |2 P Vaccum Suction Set
05 cc \O | O2Ltsioves [ o T2 Surgical Gloves
02 cc \Q | O e < " =3 Gauze Pack
Ahee ) =" Syringe 1ml/ 2ml
Cautery plate ( A/P/N \ — | Surgical blade Surgical Blade # 20
IV set \ | — | NGtube Koochies (S)
N &— | Cautery pencil f)/m‘w'n drop s £
NS ( fomgJoof uoﬁ{]soarr()nnoml) yAwnY—~| | Koochies B . 14
i m \ | O) | ointments T s :
\=V M e \_ [ Dy | Suction Catheter
Fentanyl | , | Cap, Mask g ¥ o«
Morphine ~ [ | cawzepack RN(Q) 11
Ketamine Mop Pack ~— 7
Propofol 2 [O)-| steristrip
Rocuronium \ —— | Underpad |
Glycopyrolate \ «| Draw sheet !
Myopyrolate Y | —| Abgel |
Ondansetron \ | (3] | Foleys catheter \
Pencan 25g/ Spinal Needle 22 " | Urobag N Bl 226 A\ ¢ Sl
Bupivacaine 0.25% \ Chest Drainage Catheter 0. ( D2 H/’J -
Bupivacaine 0.25%(Heavy) Romodrain bag D QW\CJ{'{O(\&(& g
Antibiotics _Acra( | ~";<&@\ ) | — | Bandage COor AP NS U T | —
W e = | y el } Tegaderm
Suppositoriés 2 loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set |
Justin : 12.5 m( 2@ 100mg “)~ |— | Plastic Bed Sheet —
Tab. Misoprost \200mg” St s N vl Betadine Solution — ;
s 10 AR |51 | oo S
Q [ove ot A Gaug x| oty| Cotion Balls —
= 3 o | 94 w] Latex Gloves —h1"
v Canmvnaa (1220} 1 y) | — | Ramdione Scrub e
D et V|| Saml
Surgeon Anaesthesiologist OT Technician
Order No. :............. QQ LgO\% .............................................. i RN S
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ACTIVITY RECORD FOR BILLING

WARD TRANSFERS

KOH-00275793
Baby AARADHYA PANDEY
04-08-2018

IP5-00178272

1MY2M7D
N MURTHY

"

Room / Bed No : Ward :

F)

- 5 - O "
Rainbow’ | @ BirthRight
iopita |\ museonseomus

Date Time

To

Signature of Nurse

WHES | 5! 20 oy

at

W12\96] 20w

< 21

o ot
cave

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

8

9

10

Docu. No. RCHBH/FRM/GENERAL/145



INVESTIGATIONS

Investigations

Order No.

Signature

A | Bioed Group

B

LN

(RS




MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting ;
i Equipment Time Time A . Signature




PROCEDURE

Date Procedure Quantity Order No. Signature

nialeo2%lhy Reeenneot , BISE AL

PAC on 0f bofiy

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Rainbow®
Children’s
Hospital

- It takes a lot to treat the little.

PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name:

UHID ID:

Department:

Consultant:

KOH-00275793 IP5-00178272

Baby AARADHYA PANDEY

04-05-2016 1MYam?D (F)
L N MURTHY

Dr PV

Docu. No. : RCHBH /FRM / GENERAL / 065
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KOH-00275793 IP5-00176272

Baby AARADHYA PANDEY

0!-05-2018 1MY2M7D (F)
r. PV LN MURTHY

ST

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

e nway‘zum%

Desired goals of the treatment :

b e,

Planned Labs: Planned Management
k Blsod %mf/)w? nN{o

\V/N\’“:)A/ Tty
90N e fungd
Lt E]/l()/' v, p)

“I“}l"\o

£:90 pm Sefe]
WU
TS
5: %0 O
> N
<&
r ¥
Signature of the Doctor: % ........................... Slgnaturebf,@e Consultant: £X7%..................... )
Name of the Doctor &Y. ﬂLW&\W ............. Name ot‘the:Consultant .7)’/“‘)/\/(«'@6(‘?{

Date & Time: H[’TLU- .................................. Date &tﬁrr& ...?J.j ............................




KOH-00275783

IP5-00176272

Baby AARADHYA PANDEY

04-05-2015
DrL.PVLN

1MY2ZM7D ()
MURTHY

AT

%z
Rainbow® 3 s
Children’s 2 BirthRight
Hospital . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Rmalotwtreatﬁlellme

—-FICIENCY CHECK LIST OF CASE SHEET

SI.No. List of Records No. of Pages Legibility CDmpleieness Remarks

1 | Admission sheet e |

2 | Discharge Summary —1 Plan |- }

3 Nursing Initial assessment / S ol

4 | Patient Transfer form g

5 In-patient Medical record g

6 Doctors progress sheets

7 Nursing plan of care and handover sheets )

8 | Consultation sheet sadill

9 General consent for treatment

10 Consent for Surgery

11 Consent for blood transfusion

12 Consent for chemotherapy

13 Consent for high risk

14 Consent for Restraint

15 | LAMA consent :

16 Consent for special procedure / Sedation ]

17 | Consent for Formula feed L

18 | Consent for MTP

19 Consent for Radiological Investigations

20 Consent for HIV test

21 Anaestesia notes (Pre Anaesthesia& post)

22 | Neonatal Admission/Delivery/Physical Exam »

23 | Medication Reconciliation i

24 | Emergency Triage record |

25 Pre operative check list [

26 | Surgical safety checklist A

27 | Operation Theatre notes dil:

28 | Nurses clinical Presentation e

29 | TPR&BP chart My

30 | Intake and Out take chart (fluid chart) |

31 Drug chart (Regular Prescription) ]

32 | Investigation Values (result sheet) ’

33 Nebulization chart

34 | Nutritional review chart ¥

35 | Intensive care unit (ICU Charts) i 3
36 | Consent for Admission in PICU / NICU

37 | The Humpty dumpty scale |

38 | Braden Q Scale 2

39 Bed side check list

40 | PICU bed formula Dilution feeds j'ne Y] /N

41 | Gastro monitoring chart C

42 | Rch ED doctors note 201w | ]

43 | BP Monitoring chart i e ¢ ol

44 | RBS monitoring chart .

e el 0l 7
Total No. of Pages
A1 ]
Doc. No. : RCHBH/ FRM / GENERAL / 126 :
/&é (P.T.0)



ERROR LOG

LOCATION : QT / Birthing Centre / BirthRight Premium / 3rd Floor (Zone A,B,C) / NICU / PICU /
2nd Floor Ward / Oncology / 1st Floor Wards.

OBSERVATION :

DATE: SIGNATURE OF MRD INCHARGE / EXECUTIVE



KOH-00275793 IP5-00176272
Baby AARADHYA PANDEY

S 04—05-2015 MYZM7D ")
r. PV LN MURTHY ”% |
- | 00 R oo | @ gnpight
Hospltal | Y RSO SN S
mmmmmmm Your Right to a Safe Delivery

OPERATION THEATER NOTES |

Patient’s Name : (5‘1 Aﬂﬁwcyo\ q"ﬂe%ge ................. Gender: CJ Male [JFemale

UHID No.: KQH o 009/95?1’3 ........... s Weight : @51&5}%elght .....................
Surgeon (D@ (?y }./Jl MU‘O’M Asst. Surgeon : /
e e 7
Anesthetist @Q QO\\, , OT Nurse: (]fu)\o% /I@Lﬂp OT Technician: C? ﬂfj g/ﬁ_q
Pre-Operative Diagnos;s: ), /4(T~R 72 & 4 Uﬂ"/ e d

Surgical Procedure : D} A okl { o Y 7

<

Indications for Surgery :

Date - H ‘fﬂ}b Start Time : 6 J 36]@\4 End Time : G) : %V(PM

Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes: DY O.,qu Rl o’ &/‘c{ow /799

e cpadall £ . J\)f/‘@ "@
Ao o e /f“(w
~ Consth e MG e S} avepéted Ll ey
Lueer L olowt

Doc. No. : RCHBH/ FRM / CLINICAL / 099 - : (P.T.0)



Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

[v T Thbpesst Soof  pap - ek

Y T RALT ol . pope 7 —2eIK/

Name of the Surgeon: ......... pVLNLM-—Q"(

Signature of the Surgeon: ............ ...............

Date & Time: ///?—/LQ\QQ"\
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i Rainbow’
H-OQ21519 . . ™
¢ Ka?.w AN e Children’s ® BirthRight
. Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Vi Hosplal
rud1-SURGICAL CARE PLAN FORM

I e i BRI R S TN ) TSR G IR o e R SOOI i e

POSE-SUMTICH DIBNOBIS. ..........c.oconensrmenerassssissiivudbiinissssessammesnaisnsnsssssnsisssssssnsisensssssnntasssasassssssasunsfasssosniossssenssssnnssianssesss

Post-Operative Monitoring Parameters /Frequency:

Wound Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements: 3

Nutritional Instructions:

in to Start Mobilization:

Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:
OYes O No

Any Other Post-Operative Care Needed including Required Follow Up

Treating Surgeon
(Signature & Stamp) T, | (S T e il

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106




KOH-00275793 IP5-00178272
Baby AARADHYA PANDEY

04-08-2018 11yYamrp {F)
Dr. PV L N MURTHY

DT

2
Rainbow® - =
Children’s & BirthRight
Hospi ital . BY RAINBOW HOSPITALS

‘ Your Right to a Safe Delivery

It takes a ot to treat the little.

PROGRESS NOTES AND DOCTOR'S ORDER

2’{?,,,3 Progress Notes Doctor's Order
¥ Z ;JU L./'_______________:a
. Lo Lol Neus Mo

Al
&B\;\o ~ UL -

b ©

[S{AEYE

£ 1w
= v

ole |

Docu. No. : RCHBH /FRM / CLINICAL / 088



KOH-00275793 IP5-00176272
Baby AARADHYA PANDEY

04-05-2015 11Y2M7D (F)
pr.PV

Vi

R » b:- ® |
Children’s ‘BirthRight

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the little. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088

(P.T.0)



KOM-D0275793 IP5-00178272
Baby AARADHYA PANDEY

‘u)a-c:‘s-::'l:m“;:mmo (F) t’:ff-‘
f Rain 'ow"’ ® - ey
A T .B'_r"fght
MEDICATION RECONCILIATION FORM
3 AL U A — < Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting FrOM: ....o..oooooooo B e Shifted to: ............... @ Je. 95 N

ON
MEDICATION NAME DOSE ROUTE LAST DOSE | somissION

SNO | (GENERIC NAME CAPITAL LETTERS) | (mg,meg) | (PO, NG, SC, 1v) | FREQUENCY | pare /mime | “ctomie

. 1 [JC [CIDC

A

L )
2 0c Ooc

3 JC CJDC

4 / OC¢ ODC
5 / OC CJDC

6 / ¢ 0oc
.L? / ¢ 0oc
r ’ ¢ CInc
9 COc ooc
10 Oc¢ 0oc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ........ 6\4 BT ) lovwn hbchetcr: <32 S

Date & Time : ................ 1 \\7)’“«@,
Nurse Name & Signature: ......=2

pasgTime-.. MIH.2L ..

Docu. No. : RCHBH /FRM / GENERAL / 090
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Kﬁ’tm i Rainbow® | .
s Chitaren's | @ BirthRight
[T — Hospital _ | Nz
Iy |
DRUG CHART |
Date of Admission: \41,1:”% ....... Drug AlIBIGIBS: ....c.cvivevievcieieecciss e Z’W)ﬁ:'k"nown any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR -

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICI#TION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter ex‘fsting instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.

- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should be in use at any one time. When the chart is full, a new supplemeﬁt can be kept within this

drug sheet folder.

NURSES
1) Right Patient

2) Right Drug

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
3) Right Dosage  4) Right Route

5) Right Time

- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDIC!NES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication) |

Date

oRUG: T\ DD LD ¢(Vnyg

Tigle

3

Start Dajk

\ \Y)’

Dose Route | Frequency

i (O | 65

Doctor's Signature |Valid Period{ Pharm.

phoAY

\dditional INStructions: < ]
jo > w0

Date

DRUG :

Dose Route | Frequency [Start Date

Tig1e

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

¥

Dose Route | Frequency |Start Date

Time

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118

Page: 1/4

(P.T.0)



KOH-DD!?M; IP8-001783
Baby AARADHYA pANDEY ”

orrvLmmoan VN0 REGULAR PRESCRIPTIONS  Weight 822 2 wars
LTI —
Unvua . Ti[vD%>

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : T - TR{MVEN D

Date®,

Timel\}

Dose Route [ Frequency StaQ Date

0w (O [ BD [)¥

“Name &@ignature of the Doctor
Starting the Drugs:

&

WY
b 40
%&J‘

Additional Insjzuetfons:

2

Daily Doctor’s Endorsement by a Sign

pRuG:“\ + (NI

Dose Route | Frequency |Start Date

Dat

UL 11D qu—c,pv:\ﬁ

Name & Signature of the Doctor

Starting the DrW (u‘-’

Additional Instructions: 10
|

Daily Doctor’s Endorsement by a Sign

DRUG : %ﬂg'

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign

Page: 2/4



Date» ‘ :
VARIABLE DOSE Tl&e I Norse Sig I Nurse Sig. Nurse Sig. I Nurse Sig.
Dose Dose Dose Dose
DRUG : D Sign. Dr. Sign. Dr. Sign. Dr. Sign.
D Dose Dose Dose
Route Start Date - "
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor . s - e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
L . D D D Do
Additional Instructions: o ol - -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tige | Nurse Sig Nurse Sig. Nurse Sig. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor o fose fose —
Dr. Sign. Dr. Sign. Dr. Sign. | Dr. Sign.
" . ‘ i
Additional Instructions: o o Dent e
Dr. Sign. ~ Dr. Sign. Dr. Sign. | Dr. Sign.
STAT / ONCE ONLY DRUGS I
: o Dosage & Other r .
Date Time Medication : | Signature
Instructions Roule ; g ‘I\iurse
0

nhle

6 .’_(‘Ofm(},,\'

- PARA E T

Y

|00 A
|

Page: 3/4
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KOH-00275793 IP5-00176272
Baby AARADHYA PANDEY

g‘-b:-li‘l:m g-n-:w: Y2M7D (F)
o V. FLUIDS :
AN L . CHART  woight .. B8 Ward .
o vammenre - wrgrn | Foute R B A || o | e
ign | Sign
Q | P . A

il " (e
Ciyg o ey s

Page: 4/4
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KOH-00275793 IP5-00176272

AARAD SCHOOL AGE (5-12 years) | Rainbow* NI
a:'nm g L ( : ysuy) Children’s @ BirthRight
PV LN MURTHY Doc. No. - RCHBH/ FRM / cLNicAL /126 | Children’s Observal_lnn & Hospital .svna;uaownospur.us
II|II|IMIIIII||IIIII|||III|IIII EAly Wors g Sovpg e = T
EARLY WARNING SCORE: CHILDREN’S UNIT
[ Date : ...L\.\ ........... Time:| |74 -} REEN Y e
| Doctor / Nurse / Family Concern? | o
104
103
102
101
Temperature 100
) 99 (‘ﬂ‘c
98 ————--}z{-- I N O Y O N U O W T e HCE FWN OO N VA O S I A T
97 +
96
95
94
-
' rt Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130 =
(mmHg) * 120 F
110
100
Note: 90
BP does not score  gp
in early 70
\ | waming scoring 80
50
Heart Rate (Number) ]
70
60 [=
Resp. Rate (bpm) 50 |=
Over 1 Minute) * 40
: 30
’ 20
s 10
sp Rate (Number)
Mod/ Severe | |
ess | None/Mild | |
ving 0, (l/min)
rations (%) Oty
ws | Normal

Altered

'ORE
shaded boxes 0 0
0
iitials N
Score 1 : Continue normal observation by staff nurse
Score 2 : Shift in charge nurse to be informed and continue hourly observations
hould be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
if Score 4 : Shift in charge AND treating consultanttill 8 PM) or On call night duty consultant to see
Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU team.




‘afient Sticke ”"?{ik?hi‘? b
ainbow - i
Children’s & BirthRight
Hospi[al . BY RAINBOW HOSPITALS

It takes a lot to treat the Hithe. Your Right to a Safe Delivery

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

INSTRUCTIONS:

» The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood illnesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are invoived with the care of the sickest children.

« The Early Warning Score does not replace clinical experience and acumen and should not be relied upon for such
purpose.

* 6 clinical parameters are assessed and recorded as part of the child’s routine clinical observation, providing a Early
Warning Score between 0-6 (Higher Early Warning Score are seen in sicker children)

» Detailed actions are described according to increasing Early Warning Score.

» Some children with complex medical needs e.g. cyanotic heart disease may require modification to their trigger
thresholds/ action plan- this should follow discussion with senior colleagues.

* Any Early Warning Score of 3 or above should be recorded below with details of any subsequent action initiated

Date Time Early Warning Score | - Date Time Name

* [fatany time additional help is required, call help — regardless of the Early Warning Score! ‘_J
» Following a Early Warning Score assessment, senior help may be required

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that can
be used to describe a child’s clinical condition to a colleague.

| IDENTITY: | am (name), a nurse on ward (X). | am calling about (child X)

SITUATION : | am calling because | am concerned that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX)

| BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B | procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child's normal condition is ... (e.g. alert/ drowsy/ confused, pain free)

ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion), OR | am
not sure what the problem is but child (X) is deteriorating, OR | don’t know what’s wrong but | am really worried.

RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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1. All measurements in ml.

I
\

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intalg'e and output.

Docu. No. : RCHBH /FRM / CLINICAL / 092

_Intake _ Output Vsie |
Date | Time gaguri% Route NG | Diarrhoea | Vomit | Drainage | Urine | PRECTES I’?{ﬁge
Mouth LV N.G
08:00 am J'
09:00 am |
10:00 am |
11:00 am |
12:00 pm '
01:00 pm 1
Total Intake : Total Output: |
02:00 pm
03:00 pm J'
04:00 pm i
05:00 pm j \
06:00 pm { h
07:00 pm Mwl - . e il R
Total Intake : Total Output: | 3 4
08:00 pm e — 5 T . oo v e L | il 5 L
09:00 pm y A w O
10:00 pm dood ( EE
11:00 pm )9 Ed d l T Tring)
12:00 am ¥\ fU,‘ | ) T =
01:00am ( O |
Total Intake : Total Qutput: ' noy -0 O —
0200 am 0
03:00 am W © <
04:00 am - A s ) g
05:00 am A b PV | O b|clai\
06:00 am \ i K2l (
07:00 am o | O >
Total Intake : Total Qutput: V1 - J O )
Total 24 hrs. Intake Total 24 hrs. Output M O O - a
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A [FLUID CHART] il | oot

Shest NOs caimnnaiiniinsns

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

Intake i ' .  : Output v Sits

Thrombo- 2
Date | Time [ﬁa};m Route NG | Diarrhoea | Vomit |Drainage| Urine | phievitis | Sign.

Score Nurse
Mouth LV N.G

08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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/‘J‘ Maintain Good Nutritional Status m:rmlain Skin Integrity

i PSP .\ ABRRAOR v

[] Early Ambulation Reduce Anxiety [ Patient & Family Education

g n  [1Night
L TR 0 ol A BN SO i, s s pepemmnter et Bt BESETE - 0 R e i L e -
[,
o aintain Airway and Oxygenation {ﬁelieve Pain & Discomfort mmain Fluid Balance L+ Tmprove Activity Tolerance
g ] Maintain Personal Hygiene /!fPrevent Infection [ Meet Elimination Needs ] Ensure Safety
S | [ Identify Potential Complications [0 ARY OBIE. SPBCHY. o o:voeeseessvesssessnressnbansssnsrtorsssunrsunsansransraneassosatsnsessntssbiastasssastsssassianssannsies

“ime

Plan of Care

Time

Implementation

Evaluation
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|
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Nurse SIGREREES ...................occ.ocf R0 T o oconnnns

Docu. No: RCi™="+/FRM / CLINICAL / 148

Nurse Name: .....

o

Date & Time: (//'Q[?L ...............................
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[J Maintain Fluid Balance () Improve Activity Tolerance “Dﬂltain Good Nutritional Status (] Maintain Skin Integrity
<=1 Patient & Family Education

O M_a_intain Airway and Oxygenation [T Relieve Pain & Discomfort
] Meet Elimination Needs _Frisure Safety [J Early Ambulation Reduce Anxiety

Shift: [ Morning [ Afternoon I Night
krend L\@\Emy ....... nald ... BN b igoimiiontin Bt B e

Maintain Personal Hygiene _L-Prevent Infection
[] Identify Potential Complications [ Any Others. Specify

Evaluation

Time Implementation

Time Plan of Care
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It takes a lot to treat the little. |

NURSING SHIFT HAND OVER FORM - WARD |
Treating Doctor: WPNMW% ......... Department: .............. E(L .............. Date of Admission: . l\{ { % e

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

= | Diagnosis: Any Infection: [1Yes [INo [0t Known
= fnd
= 0SC9 9! [f YBS SPBCHY: ..vovonfovreeenseenernansssnenesssensaen
=
w
Kot
2 | Area '{)’( ¢ .2 \O ‘;/J
- " " ) v
2 : Shift Time 5! (2\‘\!‘ q
2 | Medical Condition o)
=< | (Any special condition to be noted): : 1 Ny
N S
Allergy: O Yes,~No | Yes iAo | T Yes D/Gg Cl'Yes CINo | Yes CNo | 1 Yes I No
Tubes/Drains/Catheter: 01 Yes 2o | 1 Yes ;2o | O Yes Mo |0 Yes 0 No | Yes 1N |01 Yes TNo
Vital Signs: Temp: | OR°C Q‘B B\ | ar-(¢
= Res: | O bim| 1 & Aub e
w Sp0;: | \@o 4 | 1007 | aa):
a Puse: [ ¢9-bw | HLLIM 923 b
2 BP: (WIS | n3 [o] nolre
Fall Risk Score: | O q o)
Pain Score: | O 0 O
Safety Needs: | YZS Yes Y
. [ / ,
@ Physiotherapy |C Yes No | O Yes Frﬁo 0 Yes Ao | Yes CINo | O Yes CJNo |1 Yes 0 No
E : A it *
:'.;; Others Specify: N\ AN ) N o
£ Special Diet: | Yes ©'No | Yes [o | O Yes Dﬁo OYes CINo | Yes CJNo | Yes O No
E
8 |Other Special Orders / Medications: ;
' Hia W | Y|y
; 5
Post Operative Procedure Special Orders: N:\\ N O (\\Q‘

Docu. No. : RCHBH /FRid / CLINICAL / 097

Handed Over By Name : o\ @\/‘/’ 2ad
Sﬂﬂ g\’ﬂ

Signature : L 76" #3

Date: W26 (f ki 12\l
Time: 20 v fa}ﬂi‘h P 4"
Taken Over By Name : / r' \BLLJ 0

aken Over By Name : Qi = o M
Signature : = ,‘jﬁ* @ (@)\
Date: W2/ b Ny n,\;%bé
Time: @ éyl/m(\w Q1Y
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NURSING SHIFT HAND OVER FORM - WARD
1) T T ] o DEDWUNRAL —ocnssinisasrion IS Date of AdMISSION: .......cvereerrsvreerrennns
Z | Diagnosis: Any Infection: C1Yes CINo 1 Not Known
= . -
= If Yes Spemfy. .............................................
=
w
g Area
§ Shift Time
X | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes O No
Tubes/Drains/Catheter: OJYes CINo | I Yes CJNo | Yes CJNo | Yes CINo | Yes 1 No |0 Yes CINo
Vital Signs: Temp:
= Res:
o Sp0,:
% Pulse:
2 BP:
Fall Risk Score:
Pain Scaore:
Safety Needs:
= Physiotherapy | Yes CO'No [ Yes CJNo | Yes CJNo |CJ Yes C'No () Yes CINo | Yes CINo
£ -
S Others Specify:
=
g Special Diet: |1 Yes C1No|C) Yes (JNo |CJYes CJNo | Yes T'No | T Yes CINo | Yes CINo
E
S |Other Special Orders / Medications:
[+ =
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCHBH /FRM / CLINICAL / 097
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PAIN ASSESSMENT FORM duiy i e S
lﬁ . Pain Score i . ; Modifying | Patient / Family . 3
Date Time (0/10) Location Duration Acuity Character Factors Educaied Intervention Sign
90, A o o ] Continuous | [ Acute ] Sharp [ Dull 1 Increasing | [ Yes N /%
\\\Q‘\ an / \O ] Intermittent | T Chronic ] Aching [ Burning | [ Decreasing | [ No Nfl
\\ l?C ( { g\J.ﬂ ) Continuous | [ Acute (1 Sharp [ Dull [1 Increasing | [ Yes UN AN gﬁﬂg l
17 op«| Ol O Intermittent | [ Chronic 1 Aching [ Burning | () Decreasing | [ No Siervedi= T4
[] Continuous | [ Acute ] Sharp [ Dull ) Increasing | [ Yes anAu L}m f
AR || b oto | W@ | o emitent | i O] Aching (1 Burning | ] ing| O ot -
{ * \ b 1 Intermittent | [} Chronic 1 Aching (] Burning | C Decreasing | No oyl A
1 Continuous | [ Acute ] Sharp  CJ Dull ] Increasing O Yes
1 Intermittent | [ Chronic ] Aching [] Burning | [! Decreasing [] No
[ Continuous | [ Acute (] Sharp [ Dull (] Increasing ] Yes
] Intermittent | ) Chronic ] Aching [ Burning | [ Decreasing | [ No
1 Continuous | [ Acute (1] Sharp [ Dull ] Increasing O Yes
1 Intermittent | 1 Chronic ] Aching [ Burning | [ Decreasing | [ No
] Continuous | I Acute (1 Sharp ] Dull [l Increasing ] Yes
(] Intermittent | (] Chronic | Aching [ Burning | [ Decreasing | [ No
[] Continuous | [ Acute O Sharp O Dull 1 Increasing O] Yes
[ Intermittent | [ Chronic ] Aching ] Burning | [ Decreasing [1 No
] Continuous | [ Acute ] Sharp ] Dull [ Increasing | [ Yes
) Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No
] Continuous | [ Acute 1 Sharp 1 Dull [ Increasing | [ Yes
[ Intermittent | I Chronic ] Aching 1 Burning | ] Decreasing | L[ No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
c¢) Priorto pain pain-relieving intervention. d)  Within 30 — 80 minutes after pi f intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152 (PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

I | 1 | | ! ! | | | |
I 1 T 1 } T 1 1 T 1 1
0 1 2 3 4 5 § 7 8 o o
; orst
P Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

20 H®®®

No Hurt Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
. No Particul . i Occasional Grimace or Frown, Frequent to constant frown,
ace 0 Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
f Laying quietly normal position, Squirming shifting back and : 4
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, refaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Apprppriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement|
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BP, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or

recovery

fighting ventilator
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Date: | W[k [ 2\ T
Time : D | % B
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: n
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L{
o without assistance. to completely furn self independently. independently. 4”
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
o 5 Ability to watk severely limited or Walks occasionally during day, but for OR walks frequently:
:’C;':;‘gic‘:}eag:g";? :;-0 m(; = non-existent. Cannot bear own weight |  very shiort distances; with or without Walks outside the room at least twice a ﬁ'

and/or must be assisted into chair or
wheelchair."

assistance. Spends majority of each
shift in bed or chair.

day and inside room at-least once every
2 hours during walking hours.

Sensory Perception

1. Completely limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent
repositioning with maximum assistance.

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position|
in chair or bed most of the time but
occasionally slides down.

Moisture Degree A VRN S— i : S O - # &= Sibety Sneler: & 26
o which Skin is kept .mcust almost constantly Skin is often, but not always, moist. S_kln is occasionally moist, requiring Skin is ust_:a!ly dry, routine diaper
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
5 Dampness is detected every time 8 hours. every 24 hours. L‘(
to motsture patient is moved or turned. 4’
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times."

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
< 40 in a newborn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:
Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : less than 9

| High Risk:10-12 |

Docu. No. : RCHBH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule : .
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces KRelkiatilo srsscurs niiiiiecy Sia
Manage moisture, friction and shear op y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
» Use the Same Protocol as for “At Risk” Patients t sty
“13-14 - Moderate Risk Gel pads for high-risk areas
- Position patient at 30 degree lateral incline using foam wedges ;
_ Alternating pressure mattress overlay
|
I
« Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk + In addition to regular turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequently Alternating pressure mattress overlay
i
« Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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/ FAMILY EDUCATION RECORD
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Patient / Learner Literacy: +—+Read [<Write [ *Speak Willingness to Learn: [ Yes [>Mo—  Healthcare Literacy: (] Yes [=-No

Identified Education Needs:

13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures * 12. Patient's / Family Rights ) i1 b , g A MRS ORI SIS, ¢ 1T TR,
Part - Il
Use codes from the list in part lll
. Need . ' Designation /
Date flme |dentified Information Taught Sk T Comments Signature
Person Taught Teaching Tools | to overcome | Understandin
% Barriers . . barrier/s ’

\\\4( D‘@‘“ q-

oo CedvTies

1\ Y O

l (| =T

F
PPl dm | 4 @@]{k et m | F l O ( ( — | etha
v
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C Caregiver S R N A
Learning Barriers:
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values P AINS TEPRONN 0o vinioiisissscrinimmsnsoisisc et soatansans
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A: Audio D:  Demonstration V: Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs T RTION, ORI . it b Sk A 0 Vet b kb v S
2. -0btain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 21 strates Understanding 3. Needs Review
Nanu NMa - RCHRH /ERM / PLIMICAL [ nAN
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IHlll!lll!Hlllllmllllﬂ!llllﬂl!l NA Chitaws | @ BirthRight
MULTI-DISCIPLINARY PLAN OF CARE FORM innarer's | ) ommnea
Diagnosis: @Y\&OSCQ %{
| 2;:; Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
@@I O Initia | o Nursing
\\\ % 1 Nursing O Modified D[ﬁq Ato<TeC w A Af G&CDO £t ny (\W,[L;b & O Others:
[ Others: yPEr-Op .
A QYY\ 1 Post Op
qu J Medical <7 Initial v 4 _ I Medical
»Nursing O Modified ﬂ\c‘_offﬂP — C&Uﬂ( e | "Q@ % 01 Others:
m{ CJ Others: I Per-Op adiow- - Y Stalb \\dg menideri
Av\m O PostOp
il Al 20
@@" @'mhersg O Per-Op . "——éL A fﬁ“Others?
| p\eRKen| _=Post Op MWO&]MH«WU g%di@&—’ L | Frokcodl/ @ara
b 299
1 Medical O Initial O Medical
[ Nursing O Modified 1 Nursing
1 Others: O Per-Op O Others:
O Post Op
[J Medical O Initial [ Medical
1 Nursing [ Modified 1 Nursing
[J Others: O Per-Op LI Others:
I Post Op '

Docu. No. : RCHBH /FRM / CLINICAL / 040
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Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the ittie. Your Right to a Safe Delivery
THE HUMPTY DUMPTY SCALE (|3 (012
PARAMETER CRITERIA SCORE | DATE | DATE | DATE | DATE | DATE
Less than 3 years old 4
Age 3 to less than 7 years old 3
7 to less than 13 years old 2 9 .
13 years old and above 1
Gender e : L3
Female 1 | \
Neurological Diagnosis 4
Alterations in Oxygenation (Respiratory Diagnosis, 3
Diagnosis Dehydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych / Behavioral Disorders 2
Other Diagnosis 1 l \
Not Aware of Limitations 3
Cognitive Forget Limitations 2
Impairments | Oriented to own Ability 1 | \
History of Falls or Infant - Toddler Placed in Bed 4
Patient uses assistive devices or Infant Toddler in Crib or 3
Environmental | Furniture / Lighting (Tripled Room)
Factors Patient Placed in Bed 2 - 2 Q
Outpatient Area 1
Response to Within 24 hours 3
Surgery / Sedation | Within 48 hours 2
Anesthesia More than 48 hours / None 1 \ \
Sedatives (excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
Barbiturates 3
P Phenothiazines 3
hﬂ::!;:am“ Antidepressants 3
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above 2
Other Medications / None 1 t |
TOTAL ) 19
Intervention : -Fall Risk : Low Humpty Dumpty Score = 7-11, High Risk Hum;;ty Dumpty Score = 12 or above
Bed in low position Yeg |V
Call device within reach ves |/
Wheels Locked Yo |V
Room free of clutter ves |
Adequate Lighting Yo 3 L,
Wheel Chair Support ; Ne | X
Other Intervention(s) Specify No -4
Nurse's Name : Soﬂaﬂ g‘b«&
Signature : @" é
Date : W3 ] )9
Time : iPN b-pe

Docu. No. RCHBH / FRM / CLINICAL / 005



[~ o, e Rainbow® X L -
B pag 7 0 . Children's | & BirthRig
2015 i W HOSPIT
Iﬂ/”/llllﬁll/”][mo ) CHECKLIST FOR THROMBOPHLEBITIS Hos .93"—
I”//III/I /I DAY-1 DAY-2 DAY-3
S. No. e \TION STAGE / ACTION SCORE E N M E M E N Remarks
1 | IV site appears healthy r\ngngrcz gggmﬁgmsl 0 0 » 5
One of the following signs is
5 evident : Possibly first signs of phlebitis 1 o—
* Slight pain near the IV Site / / Observe cannula a
* Slight redness near IV Site
Two O.f the'followmg Signs Early stage of phlebitis / -
3 are evident. Resite Cannula ?
Pain at IV site Redness /i
A[I' of thg following Signs are Medium stage of phiebitis /
rue > Resite Cannula Consider 3
4 Pain along Path of cannula TeSIt X - -
Redness around Site Swelling rap —
A”. are fonowmg.Slg'ns g Advanced stage of phlebitis or
evident and Extensive : sher start of Shrombanhiebitls /
5 | Painalong Path of cannula Re gta Co rID"{‘: o de ot 4 el 1P e
Redness around Site Te S,: ” et'"”” § i
Swelling palpable Venous cord TRsyne
All of the following Signs are
evident and Extensive : Pain l?]dvant(}:edhsltati)gg of
6 | along Path of cannula Redness } diglng s msé ) 5 4y -
around Site Swelling palpable gltlateltreatment e site =
Venous cordpyrexia annuia y.
Signature of the Nurse <z s Ais 4

Signature of Shift In Charg

TR (T A N e B e R RPN

Docu. No. : RCHBH /FRM / CLINICAL / 137
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INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient  [[] Patient Attendant

I, the undersigned do hereby agree to undergo the following surgery(s), Procedure(s) on patient / myself at Rainbow Children's
Hospital. (Avoid technical terms and Ieave no blank space)

| acknowledge the following:

1. | have been made aware of the benefits and reasons of the surgery / procedure as indicated by the clinical observations and / or
diagnostics performed.

2. The benefits and risks of this surgery / procedure have been explained to me. | have also been told about the alternatives available
for this surgery / procedure including the advantages and disadvantages of the alternatives.

Benefits of the Surgery(s) / Proceduré(s) : " Alternatives of the Surgery(s) / Procedure(s)'

|
3. As with any procedure, | am aware that risks such as blood loss, infection, cardiac arrest, anesthetic allergic reactions, paralysis,
Deep Vein thrombosis (DVT), Pulmonary thromboembolism (PTE) etc may arise necessitating attention. Therefore, in addition to
consenting to the performance of the above-mentioned surgery/procedure(s), | also consent and authorize the rendering of such
other care and treatment as patient/my surgeon or his / her designee reasonably believes necessary should one or more of these
and or other unforeseeable events occur.

Apart from the listed above, | have also been explained about the possible complications of the surgery / procedure are as follows:

a ) &Laﬂyﬁ

b.

1. lauthorize Dr. (D\/ L.ad Bl it LL( and his / her team to perform the procedural sedation
upon the patient / miyselff.

| recognize that the practice of medicine is as much an art as a science and therefore acknowledge that no guarantees have been
or can be made regarding the likelihood of success or outcomes.

3. | acknowledge that | fully understand the above information. | have had the opportunity to ask questions, and they have been
answered to my satisfaction in a language | understand. | affirm that this consent is given by me in my full senses.

Patient / Patient Attendant: Witness:

Signature: ......J..4 zﬂf-ev\dm ............................. T SO ) GO
Name: .. :f ......... e e O Name: .. J:Lb ....... cﬁjﬂﬂf ....................................
Relationship with patient: ......4-— R T T Date & Time: .......... ' ..].. > %' ....... '}‘7\" ..............
Date & TIME: ...oooccocorrc . [\>7/(a;évl‘2{w\

Doctor (who is taking ent):

Signature: ..... 57
Docu. No.: RCHBH/FRM CLINICAL / 027 {25) (PT0)



N

Rainbow®

jatinhas ] Children’s | @ BirthRight
3 Hospital . BY RAINBOW HDSP'TALS
It takes a lot to treat the little. Your nght toa Safe De'i ivery

B8, | Fodabdh etoknd HFo

ohs arbmd: 1688 [ 688 oBo3os

Bio, thid Hod¥o Jnib &8, 588 /an Bib 38 0JE Wk, HSF Jcabelaich oo SHasd, (w) / Fehab(w) Sabaens
oofisotyme k. (88,88 Yoven apdh rocty grd § Hoo SOOSES)

ko Boo BHciRow vollotyr,ib:

1. 8a8s dododen dodn/dm b HOFe sgrdom, e SHosY, / Johad odiddo HOck HAREE HOD T
ddHoodado.

2. Yedp08Y /@ Dodabh Howoodrd HRAramrer HHodiy Hlnoen ok & {80 ddootwEsow.
&@M/W&%M@e@oa mmmmmmgmmm

Bpesd, | Sodab paramocs: Bpesd, | obab Hegin.dine |

’

3. DPae Bposd, / Febabioamnd, SEdrdo, adEs, thod efdtddo, ebdhcin Hg @39, HEE0, 45 Sowd
Fod¥RH (DVT), Heghd fhosbdoddomo (PTE) Ho Hiinmren Hogfdod odsedo 4o ok Sevi.
wothide, P $Padd, / debaty, Sk ad, sbwest dutn, P DO, Kb T LEER Hodiber DY ALK,
586 /mp S¥0 SBHBHD Beisgth TPHOT BES BB e Sabmns Knme S exEemow.

odiborn, s $PpasY / Dodhab Ho Hogfvodiio aBt Hiben Enao oth oHOotSamow:

| a.
b.
1. 4.=85 ROR Ochy TR0 womed,, B8 /aep B SHsd,
| @habi dabmens Jikb edudoeiymri.

5. B0 el Too dngdd s 8¢ Knap 08 Jib voliiorymr,ih. vothde, $Posd, / Godbab Hodo mi, dacinbseio
md O mgod a&géaﬁm it @Fo Swtorrsito. '

6. B ddTRR, T HRom vfddingow. T hodite odizds vdsbo g, Hockn ol K e¥ddly; ek
Hbngribo gm .
s stotoan B kg EIRHBSY, iyl otom armRbn &BEekm.

588 / 588 e8o30s: ' 8:

RIOBBO: . iticivmissimisvis sl Masivssissns dosivesssnssssonesassvuia SOOBMEGE o.oovviusississslissiiaitvissnivevessssusisrsnssvssbviderisnmnsi
. T R ARV | - SRaole. SO e SO NS, WL pe e
OBOBS 00OL0: cueuerrerereraerreraereersesssessesasessesasaseenes BE & WEORDO: «oeodhrasssshogeresrrssssrasssosssssssssresssssssssnans
BO & DEOADO! ..vcveeirienssrnsssssssssassossssssssassisassessassen

w85 :

BOBYO: il bl vl Svinisis . " SROPEL PO AL O 2 1 55 0 0, W, ', T B & DU ..o iitBescasnonssssninsiib aniahd
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Surgeo PSEQVL“JMUM ‘6;701!{]“'

Asst. Surgeon : ......<..... ©
Anaesthetist : . QUK. [KO..........
Scrub Nurse : ..... T qu .....................

iy

o Py ef
TR SR & Age : ...11./.. Gender : £

UHID No. KOH’OW Surgery Name : ng\g;?ds
Date : ”/?/% In-time : .. °

. Out-time ; .2 Pur Py

3@0"

=
. Rainbow"
b plag-L) children's
Gl Galoren

-

'. BirthRight
BY RAINBOW HUST.&S
Your Right to a Safe Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time..... 6./ Py TIME OUT _Time:....0. %, SIGN OUT _ Time.... 31658
i ; i i : e 55
Patient Has Confirmed Confirm all team members have / Nurse Verbally Confirms with the Team: (‘) (PM
Identity +#Yes [INo introduced themselves by Name and Role #Ves 1No The Name of the Procedure Recorded =88’ No
Site +Yes [INo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure LYes [INo Nurse Verbally Confirm _ Counts are Correct (or Not Applicable) ~ +7Yes CINo T NA
Consent ~Yes [INo Correct Patient (Check ID Band)  /Yes CINo The Specimen is Labelled (including
Site Marked [Yes C1No +NA Correct Site (W? C1No patient name) OYes [2NO CINA
Anaesthesia Safety Check Completed ~_-Yes C/No Correct Procedure va:z CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning =Yés No Anticipated Critical Events Problems to be addressed ClYes (#No' CINA
Does Patient have a: Surgeon Reviews:

Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(7mi/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

1Yes = No

OYes [0

Yes 20 [ NA
TYes [0 CINA

CYes A0 O NA

What are the Critical or Unexpected,
Steps, Operative Duration, zgjusv\
Anticipated Blood Loss?

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? (1Yes (JNo C1NA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

C1Yes (N0 CINA

issues or any Concerns? ~¥es [INo CINA
Is Essential Imaging Displayed? 4 Yes CNo CINA

Power Supply, Earthing, Power Backup 5
and functioning of equipment checked. /Zl{es CNo

...........................

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient?

Name :..... ] TR g A s D 5 B

[1Yes in(

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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It takes a lot to ftreat the little. Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

. - _ Date : ..... ”)7' .......
To Be Filled In By Assigned Nurse./ﬁ

v v 8
Deparimgnt: ...t @ ................................................................... Duration of Procedure : 30)’1’\34
Name of Surgeon : ...... ;.’ ...... 75 .. ... g Q\J)_ANM%MU ......................... Date of Admission : “l:f‘- ...............

Bundle Care Criteria : (Tick (/) if done)

Staff Signature

1. | Antibiotic given prior to surgery ? []Yes [0

[] Single Dose Antibiotic  or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ? [ ]Yes [-fNo
T T T A e O SR B ok e

2. | Hair Removal []Yes [ ]Ne— ifYes: Surgical Clipper
Department where Hair Removed : [_] Ward [_]Operating Room

T I AR S S
Skin preparation done (cleanse surgical area with antiseptic agent)? [_] Yes [_]No

3. | Patient's body temperature immediately post operation (Recovery Room) 1;5; '
[Jora o [EAilla (Goal: 36-37 °C)

4. | Name of doctor or staff administering the antibiotic : ......... AR MRS A |
Date & Time of antibiotic administration ) ............. "= SRR 0 SR /

e  Ensure form is filled in completely by assigned staff whenever patient had surgery

o If any bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse
for management

e Allforms (Bundle care and when required SSI form) are completed properly
e  Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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I;r Baby MRADHYAPAND:EY o (;
Department of Anaesthesiology Rainbow® | oosame v M7 F
PRE-ANAESTHETIC EVALUATION R R T

Name: ..[). LlrcL anN\t-‘j ........ Y. s Ao UHID.N‘O ORI«

Diagnosis: .............. g’h_u: lﬁ qamm@ ..... Nﬂa‘nu'* ........................................... % ............... GU'LLWSQM

BB CRT: ontbine RS ugsinns Weight: . 56 [‘.9: ASA Physical Status: E/ o2 03 04 O ’ APTT-
Laboratory Data: B ] - z_mn‘&‘J el 1

CICOEBE L o as oo duscas  FHOIDINL W svsrsreannsbisssishiy ch‘l‘rumf) ascs’5(1Flay':

T o SARACHU SN, T, | - s HBS AR i i BOGE .

Creat: ... .26 ... TotalBil: .G M. WO i i Py R

T S N B Df. Bill: ..o 2 v Blood Qroup: ... Stress/ANGIO: .oooveoovoce

SN, e S N ] U8 AR o PR 5 i S S BECR AT DR il
S o Lt SR, ot AK PhOS: ....covieriinnernnnes B o clbnd e Mot Wuj -.—'QV)_ )
MBARD compeenesssivssssssspisassi ARRBEE coiimasisasisossans 1], SR———— ah
- . D r:
(1 Fe e D A I SCGOT/BAPT: ......ccoiisiser AIIergieS' 3 NKDA— | 4 ()

Medical History:  CVS: QepMm (188 ] 3 6le0 \in niw ke wgs o
RESP 9 Mo Bled by duen Diabetes:  (9ph AMMM_&L’&V{ -
CNS: ﬁ @ iy MM’"‘T‘ 0wl . 1 ‘ mmL_q_,M

i : Hit on Now oy Hpnl 160 . No 4 \
Hepatic / GE : Physical Activity: A

- Srm' pe all N]LQJLJ-( | S1) H’(m (old {nuM F‘U weV né‘mnn lu')njl-\
Past Anaesthetic History: ﬂ) rﬂ o a g7
Physical Exam: W -arehve Tt — oo

Rirway: MP 1 @3 4 Mouth Openini;.lé&__{ 44 Mentohyoid Distance: y ¥ L—é/‘7Neck: Q Teeth: @ oo LUF
Lungs : M@im J (r : ; e

Heart: G

ns: Qbd™ /

Pregnant: []Yes O Alf: CJNA Venous Access Site :___ Spine Exam for regional : Q

Anaesthetic Plan: [IMAC [JREGIONAL DK ETT CJLMA

Peri-Operative Plan Explained to the Patient: er@ 1 No

e

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
. DVT Prophylaxis :

NIL 0RAL<:Water/0RS 2 Hours J{o PM

2.
Others 6 Ho

3. Informed Consent: ,E’fﬁndard High Risk

4. Post Operative Pain Management pfﬂ/cussed with Patient

B.

Other Instructions:
.................. Dompod.ﬁvvu Qt«nﬁﬂ
.......... cheels.. Bla Cxapmg a\muag,
Signature: ...... Q/ ....... Name: @""—'QPJE.W- ........... ﬂ@ﬂuk ..... B loafﬁ'ma C""Cla*jg

Docu. No. : RCHBH /FRM / CLINICAL / 044
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04-08-2018 1MY2ZM7D (F)

R A

i wesnesuouer 50 | o

Pre Induction Assessment:

Change in Patient Condition: O Yes LA Fasting Status: CQAF‘M 9(
Physical Status: "l:l/;(a‘tient Identified T Consent Present = Chart Reviewed
HR: A¢lhn [ B.P/CRT: \\p [>q  [Se0; Fe’ ] o Ba|RR 1Y [lwu\. l LastFeed'?Ghu
Pre-0P Diagnosis: ............cccovveveeeeeeeeeeeoooo Operatlon (D’\&gvm ...... Mgzmigﬂd%@f\f Date : ALIS 2k
surgeon: . NV UN.  oowtaag Anaesthesiologist: [N %‘ﬁr\‘ ......... Technician: 5\%'&, .......
TIME y | b
N,O /AIR /O, LPM
HALO /SO /SEVO Antibiotic
Drugs:
DA T Suppository
: s pats
JA; DEoPoYoL [\
+ o Blood Loss
FI0,/ Sa0 lg\) 100] { 1to [loo
ETCO, U luulhe TuC [yp
ECG NP INSe [Nep NS [nlelng
Temperature
Urine Output NOTES
B.P 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 5 7 : 3
Toumniquet on Time
Tourniquet off Time 160
Throat Pack In 140
‘Throat Pack Out 120 L7A 4 AR AN 2Y a
100 |
» 80~ - 3 A~ 'S
60
40
20
10
0
ABG
LAB Values
GRBS
Others
7 Equipment Checkedand | Temp; Induction Regional:
ctional HME ] Fluid Warmer v L=Thhal Extremity Specify: .. %
L)B- [J Cling Film (] OH Warmer Lo 0, CJIRSI (] Spinal [ Epidural D Caudal
[~ Cuff Site:\ LI A% 7] Hugger's [ Cotton Wool (] Others Others: .iiiiaiias
[] ArtSite: ..o O Othe AN R
‘;/EKG Lo g 1 Mask -EP?’S'A PIBL By Position: ..........
. i Times: [ Airway [ Oral [ Nasal [ LS
] Temp Site
T1 Aokt Anaes Start: . 6 Rf?"\ BT s Wi O Needle Size: .......
[ Agent Monitor OP Start: . 4 [ Oral [INasal [ Cuff Parasthesia []Yes [ No
- Pulse Oximeter OP End: . . L) Tracheostomy [_] Topical Catheter at skin .................. cm
71 Capnograph Leave UR WWF‘V‘O I U s | S OO p— Drug Name & Conc: .
[ Ventilator y ] Awake ] Direct Vision BORIES o
] Nerve Stimulator GA [ Video Laryngoscopy [ Stylette / Bougie ROBIONE oo cssinbisssssisasesssisiscsiniins
g - L1 Monitored Anaesthesia Care L] Fiberoptic Block Level: .................
[] Regional Blade# ................ Attempts ;
'P):r.essu Pol 1sChecked Difficulty Why? oo COMITIBIE: (o0iiciiciinmiisminimssmmsonssasspssnsssnsmsssssonsossorasen
Line (Size & Location) ‘ Trgs?nﬂon to
Eye Care: CIGVP: ... [] Bilat = BS ACU Jicu ] Other
-g/Oint 5 ;?I ] Semi-Closed Circle Relaxant Reversed [ Yes LINo CINA
=i g [ Closed Circle
Z/P:z:ing = O] other Name of the Doctor :. B“Cé'\ &V‘Jw\ ......
[ Awake ON: Signature of the Doctor : »X i
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POST-ANAESTHESIA CARE UNIT RECORD

z

Rainbo X gt
Children’s | @ BirthRight
Hospita . BY RAINBOW HOSPITALS
It takes a lot to treat the lttle. Your Right to a Safe Delivery

. . S
Received in PACU by : ............2. VM ............ Time Received : ....... ;}_4@& ........... Time Discharged : . .5 F nq ...........
;% iig IV Cannula Site : hJ
[Te) 230 230 | [] OMask [] Nasal Prongs
é gfg gfg [ Tracheostomy [ T-Piece
] 200 200 | [ Oral Airway [] Nasal Airway
E 190 190
= 180 180 M
o 170 170 | Vomiting : 0 Ye},«m/’
o
= o | veTube:  Cives O
% 140 140 | Drain: 1 Yes
A 130 7 ; 130 : b/
120 T87 ] 120 | Urinary Catheter: (] Yes:
& b 100 | ChestTube: O3 ves e‘(
2w 0 | D»ﬁ/
B 80 A N 80 Nil Oral [J Yes
70 70 .
o 80 80 T TS IR S | S
7] 50 50 Ol FOS ... oo ceseuniasiapasnssmserssosgisnss serssformenasesnssansaing
& 40 40
i, 30 & [*d 30
20 20
10 10
0 " ] Halot 0
8PO, QD [ o hard b
POST ANAESTHESIA SCORE MINUTES |
(Modified Aldrete Score) IN 30 160 1 90 ouTt SCOT!ING INTERPRETATION
Able 1 4 extremities vol d =2 = ; =
Able o move 2 xtremities :olﬂm o commang =1 ACTVITY ( t 2 A Mmlmum‘Tota! Score of 8 is Required for
Able to move 0 extremities voluntary or on command =10 Disch arge
Able to deep breathe & cough freely = ‘
Dyspnea of limited breathing =1 RESPIRATION L 0 f?, i " ) :
Apneic =0 . Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =7 i H inlan:
BP = 20-50 of Pre Anaesihetic feve =1 CIRCULATION L] space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0
Fully awake =2 ]
Arousable on calling =1 CONSCIOUSNESS ? ’2
Not responding =0 /L
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR
Cyanotic =10 \ [ fL
TOTAL % 3 {O
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
A
Wals | @ 9| ollo o\
 —
Pain Tool Used: ] NPASS [J FLACC [ WongBaker [ NPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.

e

Anaesthesiologist Name : Nz S T 2. For post surgical patient, paﬁe‘ t with chronic pain, patient with severe pain
a. Every 2 hours for first 24 hours
Anaesthesiologist Signature: ........ o, Sl AR s iy 4 Ngw
: ¢ Prior to pain reliving intervention
Date & Time: d.  With in 30-60 minutes after pain relief intervention
PACU Nurse Name : Transferred to Unit by (PACU): ..o 2 %jt ,,,,,,,,,,,,,,,,,

PACU Nurse Signature:
Date & Time:

pate & Time:....... ... [%‘ML ....... SF(N
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It takes a lot to treat the lite. Your Right to a Safe Delivery

Department of Anaesthesiology

QEPIDURAL ANALGESIA RECORD *

.................................... T wooimamnnation. FICEHUND OONE I it dasniampimie st
11 [ — SPACE ©.......onuvccsiussisimmmesiatsnnss Technique (LOR/LOS) .....ccccvenn
Catheter at SKin: ..........cccocevereeecnrnerenenes i1 (] - S SRSV SRR, J1Io PR
g Rl T T G R S Nae SN O .. R CoSA RS DPIROUPOS 1 0 A SOOI S £
Soltition COMPOSHION'\.......orcsxsseonrrassmresssnsssassisansitusssmmsseisizssipsm st i S I s e A R s
Any other issues :
M} o B e s e Sk warcr el v s s 5w s ke e SRS AASS
. NN O SRRt i < I Govare 1 & s> A
Time l"ﬂ:,s‘i]?;:l:;m Bolus (ml) Leﬂl'e‘ﬁilgm Bl‘:ater:::se FHR Comments

Delivery Details : ~ Time: ......ccccceeeevee. . APGAR: ......ocoeneee. \SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed BY and TID SPBTERA : ....c.c.cuvruimmimmmummssmrislyenssssinimssrisiagssissnsssnterssdsssansssnsassinsansansassissibanss snsases

Patiant Satisfaction = .o liil . . it i coasismsres dgusss srsess bat Sekangada se oot R T T T

Discharge /Shifting ordered by
Pciot SHRRIG . s
DO NAME ... oo seesenrssnmnsassnsnpisnnesssmsbbi SRR RT BT AE5

Date AN THMIE & eeeeeeeeee e e eereereeeaeeeeaeessssnseeeesessnnsaenessanannes
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A po
CONSENT FOR ANAESTHESIA

Authorization By 0 Patlent atlent Attendant

\ Ld
Operative Procedurea .............. % ..... o ijmtsakmq&lem%\wﬂ ...... y&i_fmﬂr ....................
Anaesthesiologist: ...... JH2. l&ﬂ.;m a. . RN i e A Bt Bconsososresssssenemasnsnamo RIS

Please read this before you consent for Anaesthesia

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and
does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief can be achieved
by infusing weak solutions of local anaesthetics and narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

Specific High Risk(s): The doctors have explained to me the details of the high risk involved due to the following medical problems
and | have sought necessary clarification on all my doubts.

[J Heart Disease  [] Hypertension [ Diabetes [ Renal Failure [ Multi Organ Failure | [] Hepatic Disorders

(] Shock (] Obesity [J Chronic Obstructive Pulmonary Disease
7 ONerS ... Des s RATION, SHYPOTER 1A, oD shhed- ' ok L

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
(] Regional Anaesthesia D,B{eraal Anaesthesia ] Monitored Anaesthesia Care

o |understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some
injury at the site of injections, temporary breathing difficulties, allergic reactions, headaches, variations in blood pressure, nausea
and vomiting.

e | authorize the anaesthesia team to perform any additional procedures (for example, Central Venous Access, arterial line, use of
suppositories and or nerve blocks for pain relief, changing from regional to general anaesthesia etc) which are considered
necessary by them during the course of surgery.

e | also authorize and give consent to the team of doctors attending on me to administer blood products during the course of
operative period and immediately thereafter if need arises.

e | acknowledge that the anaesthesiologist have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments.

o | acknowledge that I fully understand the above information. | have had the opportunity to ask questions, and they have been
answered to my satisfaction in a language | understand. | affirm that this consent is given by me in my full senses.

Patient / Patient Attendant: Witness:

Signature: ....... j PR S NI W Signature; ........ D&"\M 0&% .....................................

Name: ........)..eet: eradl. ¥ Gy RA RS © S i O WIS 1
Relationship with patient: un\}(hﬁw Date & Time: ........\ 0/;7(.% .......................................

Date & Time: ...... L. ... 2.2 ... O LN

Doctor (who is taking consent):

Signature: ...... ﬂér' ............... NamefOR: J SRARAMMA..........  Date . JO / ............ Ttme’@.’ﬂop'v

: 26
Docu. No. : RCHBH / FRM / CLINICAL / 021 (26) (PT0)



N\

" Rainbow® . L
Patient Sticker Ehildren’s . Blrtthght
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

©HRH&cR §8bo eitudee Hgo

ke g baeth: [ 688 U] 588 ©8030&
0 I N M e KNS RSO N (" Y - A
SOHRAIR BURD: <ovvvrvvverrrreersrsssssensssses s sssessssssssssssssseses BHOBE, BYEDR: ....rvvevernsrsacrsnisiens PR —

©dd&kain 5500 & wkhios aimos woth Sabdd 5o StHod

getin ebdhhak ode B0sd, Hwoth SRR Lkrom NdSE LOOS &waE HEdD. HRES 558 Basd, Kkoabodt D&
BB, 50& odgiDosb. &ma&m&om&msﬁ &o&oﬁé@e&«g&cﬁxcﬁm&oh&m&uﬁ EoHess voont.

éa&és&%&dﬂxe&bé&d@maé&é@sm&aéﬁéds}m&dﬁn@& oegome Sabhdo. BPasd, Sm mabo Sthand
OYse0¥ Bof, adddibo 8o, PbY abdnhion &8 oS odHRAin Soo GBS Wwotbed dBosYo @ gRPRS
S0D0UHE,.

2,085 3 oy

8o DB, B Hutie Setnom wod ©eE HhRme (Hood Biye T DSBS BN, TR & HodiBoi Jiko
o8 ok 08 A8 Jchamon.

[ Spich ang® [ S¥Ddéw [ dotodbieg [1 Songdome Pes0 [ el obabd Shego
[ se8ah Hikotgen [] Qo5 O awseabo  [] HYsee mrs888 @age (COPD)
Il ot R I o W TP, . ORGSO LD OO | AN D0 0. S SR e 1 (L BTN v DT T WO

598 / 658 ®BodolS

o obdHhain maocSO SHHEHR gROoOD Hforr T SbHRIR akERs Jib ebe alymr.
[] dzds eaémozdba (] =S @éﬁ:&dﬁa B &mméa§ @&éfg&cﬁx 86

o obdHhain é&d’.\xﬁoéﬁ' o), 8%, d» aaoﬁ 598, othid Hiuie sodd, of Sk oo Jutbarin. HEBHF goBEd
F8,H S8 o8, Soo ¥ye), M0, BERROE T BE0ted, ©BY YBBYe, oD, EEDED Lt e, Tohed
Socin eddnibo Hod Hoken eoddd..

o BHosd BaHost eSito oRbY, S St (STHERtRt: Bohd BHR ARES, sHEdHS BE, HDtEbEw, P08,
Raie B0 8 wathe, Sabs etfidin ol EbES ebfRkaint: dnt, 3nEBH8) Sdbaens ebflain nomRs
Jibo wbodod griymei.

o BH0BY, Hiabos Lwadks Bobd eiboito, oBHERE UK Baeee (Blood products) @R w HBKES &%,
B 2,08 Bnme Jib olodne aiyme.

o oXdHRaR agibo, Hinme, HAnames HOck HEuindh 840 Hood bhhaiR Sies Tk ddooBbky Fiy
N

* 3 HEmoeto wome Ik RO oo Sothani. weh Héo 0di edsedo ogoaod, Hodn ek @géxﬂ:,g gRHSE
B8 Hbnemee IR, Y8 vkode Jib Hrem K\ graeess, Kyaborr JlurTRbR & HEeKmR.

598 / 688 ©@8030&: ng:

o T N o . 1 (T S U O M eTeh T TR R SR S TR0 N T TS
DS onsnconsasissnssssssanestininiotiagbassoncbinosnsrpisansanerertialites 7 ISRV I WPIRN, Wouct S0 RN, O 0 (1 S I
RIS ovs0vscssuommWissosstnsssorsinsissarinsnmseseas BB BRI .civs v ebssinmtuiosrsisasisissesiiibante s
BE & BEOADO: ..evrerrirererererererrssssesesesasesesesesssesanes

@E8

WM oo rvrisiiivisasssas s s nins R BB RIS . civisnsinismssismisasinssisaes

: (26)
Docu. No. : RCHBH / FRM / CLINICAL / 021 (PT0)



x of B oainind
0 \ncxeased
i |

9

\Nof
QO Gaso\®

‘6{(“’&\
@) Demease

| \mmediate
] <15min
30 min
- 60 min
3—"120 min

gnzmé of Parent/ Gua%ian

ent Sk ;
e Kintey,
he b erars e
%
Pa
Wit - M
i e
" past g fors ore s A oA
Mon, Al criloren € nan 2 Y& -
. C .
« GRS anad\ar\“\we and PO " esueem\\
mmun'\eab\e Dise »
0 m
0\!\6 he 35“3d o al ,m“o‘ eets one of the two
ning: e
NI Zh 2 4 / Vesicles / Di
: aqy pal/ Vesicie
orau®) ! e P25t AT s / Discharge from E
past peks F\_fwisipéﬁrgw symptorms who ans
: a\h\ng'\“ - «opA pidemiologic risk f |
§ pred ooy O pARINg above. actors
g fevel an 559'“3‘““‘1"35 pART D lgl;or positive suspected
\app\'\c.’dh\e & B, screening)
NDIR? O vad 008 i - ogffS0lated in 4 negat
s recer™ aeled 08 | Pmﬂpriatf‘)d rfr?rd fégativé freg
o weekS” s pending evaluai
— TH ati
.............. -, Tyoical mask immedi
Nes TN 1 ately, if
. gld perform hand hygi
:I'Opn‘ate)l giene.

of, ©
Qsure Al
S /_)




TAme:

Tiene:




!// |

\\

Rambow , then.
Children’s bl BirthRight
PATIENT TRANSFER FORM Hospisall .,,.,“'—
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
KoM-00z78703 I1PS-00176272 : S , L
| SRR (i G4 pe (WaW© 5000,

Dr, PV LNMURTHY

m l”m, ,”mnmmm u llm l" Transfer Ordered by Reason for Transfer
. Nand ap Pdm;s3 ok

From Unit To Unit Information to Attendant
E R o) f(‘ Yes |- No|[ |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical dgeuments. If any handed
over to attendant

20 N s No[]
If yes, what?d‘o .ﬂli

Medications / Consumables / Surgicals / Hand over

SI.No. [tem Name Quantity

] Pl Gowh —1=)
2 koolhe  — —0

3.

4,

5.
Shifting Summary / Notes Written by Doctor:  Yes_ A No| |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer
NR. Sogou D Nemdan
PP i 1
Patient & Clinical Records Received by : N
Yoy

Date & Time of Patient Received : [ ( / 9 / 2 .Q Srﬂx

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

| Unavailable Bed || Nurse not Available " | Available Bed not ready

Docu. No. : RCHBH /FRM / CLINICAL / 102
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PATIENT TRANSFER FORM

2
Rainbow"* ; R
Children's | @ BirthRight
Hospital .

It takes a lot to treat the little.

Patient Name & UHID No. Date & Time of Admission

KOH-00275793

\P5-00176272 l\ \:}l’ZG @ ’Z(]U\

Date & Time of Transfer Order

ulae @ 2teon

— ¥
Baby AARADHYA PANDE
u:-ui-zms 1yamro @ Transfer Ordered by

Dr. PV LN MUR

(i

Reason for Transfer

o - VLN Mundly fog.\ oy

From Unit To Unit Information fo-Attendant
O(Y 2% 3( Y - No[ |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
\ —
o A 4 ‘;%V]/ No (]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1

T

5.

Shifting Summary / Notes Written by Doctor : ~ Yes| | No |

Name & Signature of Person who is Transferring

gvcw

Name of Person Ordered Transfer

DV 3 ‘\/\uﬁvfn/\:vu

Patient & Clinical Records Received by :

f‘-,\?\ ‘?\ {)\N

L=

Date & Time of Patient Received :

\\\'2\‘1;0 Q 20p ¥

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

| Unavailable Bed [ | Nurse not Available

Docu. No. : RCHBH /FRM / CLINICAL / 102
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|| Available Bed not ready
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Your Right to a Safe Delivery
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Ui Chidrer | @ BIrtRight

1t takes a ot to treat the little. Your Right to a Safe Delivery

Nursing General Admission Assessment
Form For Pediatrics

Diagnosis:
Arival Time: ..... 2. Jytf@m..... Mode of Arival: ........ \M’UL .................. Admitting From: +ER  [JOPD [ Direct
Aergy./ AGVErse Reaclon ....cua et maban il S s e o Body Weight: 6“‘\_ Kg
............................................... & ';\ HEIght: .......vvveervvereveenens €M
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [ Other (Specify) .....................

Past Medical History Past Surgical History Previous Hospital Admission

N\ . X
[ N '\ Ny \

e s N R S ST S et 1) SO e A RTINS VR SECN AN . et

Has the child or close family member had recent contact with a communicable disease? []Yes [=-No-
ORI . oiiniatinsit o ittt A R tt sspin ey eropie s Ao S e e R bl it s i s st
.lasthechild'sbirthnormal? .5Yes [INo  IfNo, please deSCriDe PrODIBMS: ...........vveeeveeeeeeereeemeeees e eeeeee e

Are the child's immunization up to date? w@%s [T No

Current Medication: E/ﬁone [1Yes, IfYes, fill reconciliation form

Observations:  Weight: ...... 6 5)‘4\ R0 s i Head Circumference (< 2Years): .........oovvvveeeeeeerecereensnenns
Temp.: ........ q.@.:..'.‘f.. ................. HR:......... - LI -, s ., AR e BP: ......'.lﬁ.).'.'.l%..: ........................
Pain Score: .....Q........... Specify Site: ‘ ................................. (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: (JYes [JNo  Score: ........ | R (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score ......... ¢ 35 10 NS ) (Document in the Braden Q Assessment Sheet)

Pain Screening: L+Yes [INo If Yes, PainScore:.....0 ... Pain Tool Used: [J N Pass (] FLACC [4-Wong Baker
Characteraf Pain ........50 i Location .........ccoor.......... Frequency ................ i NN i oo

Docu. No. : RCHBH /FRM / CLINICAL / 145 (26) (PT.0)



FUNCTIONAL SCREENING: [0 Abnormalities Detected

] Mobility Problem L1 Walking Problem
(] Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: B/ No Abnormalities Detected

L] Underweight (] Overweight (] Special Feeding Method
L] Feeding Problem (1 Special diet L1 No Abnormality Detected

Inform consultant for positive criteria

Psychological Screening: ;l/No’Significant Findings
Unusual concerns about patient's Psychological Status: [1Yes  EriNo
If Yes Consultant Notified: ....................cocooormreooee (Date TN ... crcnniesasassssistansnisas

Cultural & Spiritual Needs: [ Yes R G e e S S, . Inform consultant for positive criten,

SOCIINSIONY: LIVOSWWIRY ..covusmainnseso B DM ccivisenibassansig Sans 44 sisbinmmssmmrspnimmstniendsmanmemsbosasnssavas s Eormpuvesenssnonasersmesss
Siblings in household €7Yes [1No (ifyes HowMany?) ...... , SOS wett  T I S NP Uy S

All Information Obtained From [ Patient (] Mother  -Father (1 Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach: [ZVes [ No Waste Disposal Explained: T7Yes [INo

Infusion Pump : [L¥és [INo 5 Hand hygiene Explained: I Yes [1No (] Others
[¥fes CINo

Information given to ...........4 e RIS PRI

Patient Rights & Responsibilifies:




72 £
KOH-00275793 \P5-001762 *

g e o i ‘Bmhmgh{
(VN Hospital | | R

UISCHARGE PLANNING FORM

Nationalily: 1.......¢ L ana e rines
NOTES: * To be completed by a NURSE within (24) hours of admission.
: B Anticipated Date of DISCharge: .........cccooveererererssnssereserssssnes k({}\u’ ...................................................................................
2. Destination Post Discharge: [] Home
,Eamily Members Notified (Person Contacted)
/‘//
| Transfer
Hospital Facility Notified (Person Contacted)
b Discharge Status: (] Self Care 1 Family Home Care ] Home Professional Assistance
[ Needs Assistance In: Remarks
LI Medication A1 Yes L1 No
(1 Bathing es [ No
[] Eating 1 Yes 1 No
[] Walking L] Yes L] No
[ Dressing es [ No
L] Toileting [J Yes L1 No
Nutritional Plan: |
(] Dietary Instruction Discussed with the:
[ Patient Family Member ErOMBESEE o iy Sl SO G . eSS L e aE R

5. Discharge Planning Discussed witivthe:
[] Patient Family Member B e ST o C R . e R R

6. Patient/Family Educational Plan:
A R TR SRR TR S SRS B IR = S . SRS T PRGN

[] Patient's Educational Topic/s discussed with the:

[ Patient amily Member B | e R e I I CS 5 T
Nurse Signature: ............ccooueee, Y sk
NUFSE NAME: ... i 2. A

Date and Time: ...................o..... k[( (_M”Q i

Docu. No. : RCHBH /FRM / CLINICAL / 191



KOH-00275793 IP5-00176272
Baby AARADHYA PANDEY |

04-05-2016 Mmyamro  F Rainbow® .

N

Or. PV L N MURTHY . .
TN — s Fosprian | ()zeeansstus

It takes 2 ot to treat the fittie.

NUTRITIONAL HEALTH ASSESSMENT - GIRLS

Your Right to a Safe Delivery

BirthRight

Date: “21:’1;6 ...... Time: fﬁb\« .......
Weight: éékﬁ Centile: /[43&\\
Height: ......J3GUm........  Centile: o] e Rl g S AR R
T RV WSS JOIUR SRRSO SUNLYL YRS ﬁl\“mcjfﬁr\fu‘fl& ...............................................................
RDA: v o AN Caloriss: ....... | FOQIO(A . Protein: ... 2. Gt
Diet Recommendations: ﬁo hﬁd’ ............................................................................................

BE-ASSESMIENT st \AIL?Pld ...... E. ¢'€j7 ......... @ ..... QU dcls. AR

DIAGNOSIS: ....v.eeveeererneseressesssesssssssessssesesssssssssesesesesssssses Jdd-QM:‘Dt‘-ﬂ;MQVj ................................................................

Nutritional Intervention -~ [J-Bral ] Enteral ] Parenteral

Patient’s Signature: ............ g/‘/' ..........................

GROWTH CHART (GIRLS)

“IO-mZF

Birth to 36 months: Girls 2 1o 20 years: Girls
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
Birth 3 6 12 15 18 21 24 27 30 33 38 in cm 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
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Dietician’s Name ............ _gwqh@._ ................................................... Dietician’s Signature ............... Lala........
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04-08-2016 11Y2M7D F)
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Hospital _ | ) eoncsnus

EMERGENCY ROOM TRIAGE FORM

N

Patient’'s Name : ..........sf Qmoh!ﬂ““ ......... pcmo‘se ........................... Age : ““&Y?S ....... Gender: [1Male =Female
Date : ill}lLG Time of Arrival : 'SiS‘-lvo’\ Triage Completion Time : ZLZGﬁw)
Allergiesm [ Yes 481 Food [ Medications [ Other (SPECHY): .........occcoeeeireueememsisninnesssnssssesssssasenes [J Not known any drug Allergies
Source Bl RIIIAIaN & P aTS I O Y e il s s vitrnenncicninseninmsenissmssrosmsnionssassinsannssansinss s fiatobsbies e T R o
Mode of Arrival : _=FAmbulatory ] Wheelchair [] Stretcher ] Ambulance

INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS

Appearance Work of Breathing __OJ Stable

al A _ErNomal O Increased (] Unstable :
[J Sick Looking - Circulation / Colour [J Decreased [ Gasping/ Apnea [J Not — Life - Threatening
_CH®Gmal (] Abnormal ] Bleeding T s S i,

Initial Vital Signs: Temp: A3} :§ r r:a2.6(m s VIS gR02.6(w Spo; (0D
Chiet Complaints: .. CANAL...... AX.. .S.\A.’f..‘iﬂ;w Ozﬁms%n. ;\j.J)Gh ......... ©ndl RL0pY.. k. Cau}f’ Lod

Triage Classification CTAS

(1 Level1: Resuscitation [1 Immediate

[]  Level2: EMERGENT : Life or limb threatening £l =15 min

L] Level 3: URGENT : Significant iliness / injury with potential to become life or limb threatening CJ 30 min

_1  Level4: LESS URGENT : Significant illness but not life threatening J 60 min
Level 5: NON - URGENT : May receive care when convenient , ,2/20 min

NOTE : All immunocompromised children and preterm babies to be considered Level 2.

All Children less than 2 years age with high fever to be considered Level 3.
* CTAS - Canadian Triage and Acuity Scale Signatﬂ of Parent/ GuaEian

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
1. Have you had fever (elevated temperature) in the past2 [ YES,ZFK foflowing SR
weeks [ Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks O Yes»{ﬂ:_ and Cough

] Any patient with fever and respiratory symptoms who answered
“YES” to any of the questions on epidemiologic risk factors in
“PART B” of the triage screening above.

3. Have you had shortness of breath or difficulty breathingin ] Yes—?f'o(
the past 2 weeks

PART B. For patients wg fever and respiratory/rash

symptoms: ot applicable PART D. ACTION / INTERVENTION: (for positive suspected

1. Have you travelled outside the INDIA? or had close ]Yes []No communicable disease triage screening)

contact with someone who has recently travelled outside

the INDIA, in the past two weeks?

08, SIABLOGAHON: ..............ocovnnrerrmescennansssosmssmmsatssenss ) The patient shouid be given a surgical mask immediately, if not
2. Are your parents / close contacts at home healthcare [1Yes [1No already wearing one.

worker? {please encircle the choices} (e.g., nurse,

physician, ancillary services personnel, allied health

services personnel, hospital volunteer, or laboratory [ The staff should use PPE (as appropriate).

worker, others) who has had a recent exposure to an

individual with a highly communicable disease or

unexplained, severe febrile respiratory or rash disease?

)
Name of Triage Nurse : @lNWC*M ....................... Signature of Triage Nurse : ........... ? ..............................
pae & Time:.. MLH{LE. @ 186 gy

Docu. No. : RCHBH /FRM / CLINICAL / 085

| Patients should be immediately isolated in a negative pressure
room or a single room (as appropriate) for pending evaluation.

1 Both patient and triage staff should perform hand hygiene.
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AARADHYA PANDEY
::-:,6-2016 1mY2M7D (F) "%
~—  Dr.PVLNMURTHY Rainb"éw
ST Chilaren's | @ BirthRight
Hospita| . BY RAINBOW HDSPITAlj
It takes a lot to treat the littie. Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Dal’; ... M"H% ............ Time of arrival : 3'%[)%

Chief Complaints: ........ BY\C\OSCOP? ............................................................................. | L S
Height : .LS0(.. Weight : 6. Lﬂﬁyﬂ [ WO Head Circumference (<2 years) .........c.ccoeveferirrnrunerennen.
Allergies: [ !Yes < No [ Medications | Blood Transfusion A S A———
Ifyes , identify ..........ccoeeeveeeeeeercecere e N\ \ ................................................................................
Pain Screening: | Yes [+ No If Yes, Pain Score: ........ O ...... Pain Tool Used: [ N Pass [ ! FLACC [ Wong Baker
i ' 3 \
] Character........N.\..\....... 1 Location N\\ ] Frequency ........... N Duration ......... N N
RISK FOR FALL: Functional Screening: .16 Abnormalities Detected
_Afpatient is < 6 years ] Mobility Problem
tick below fall risk intervention directly ] Walking Problem
e 2;1};2";1': l;lgze;: t ] Developmental Delay
rameters - ; ,
o . LI M loskeletal nital Abnormal
History of Falling: within past 3 months [1Yes [INo o g o
Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair [lYes [INo
OGS frturs for support T I
BTN =0 0 T L | eeememisaiasiiaamaisimeaisiitesssr e rmotss et
¥ Sy bl 1 Yes LINO | nutritional Screening: i o-Abnormaities Detected
o Weak _IYes [INo
. o _ ] Underweight
e |mpaired [1Yes [1No —— o
Mental Status: Forgets limitations _IYes [INo Ll Owoe
L] Feeding Problem
IF YE§ FOR ANY c‘ATEGORY = RISK FOR FALLING 1 Special diet
Fall Risk Intervention: ] ‘Sueciifesding méthod
—"Escort while ambulating — g .
= Rssist Patient Inform consultant for positive criteria
ﬁcate patient and family on fall precautions/prevention

Psychological Screening: ~"No Significant Findings
Unusual concerns about patient's Psychological Status: [ 1Yes  [~fo

If Yes Consultant Notified: ................. AT O (Date/Time): ............ o7 ol OO S O |

Social History: Lives With........ F&Wtf(}{ ............................................................................... I
Siblings inhousehold ]Yes [INo (ifyesHowMany?)............... Ny | I S |
Cultural & Spiritual Needs: [_1Yes [INo if Yes specify ............ N\..\ ..................... Inform consultant for positive criteria.

Time of Initial assessment completed by ER Nurse : ("‘” % ...........................

Docu. No. : RCHBH /FRM / CLINICAL / 120 (PT.0.)



Nursing Notes (Including Labs / Medications / Other Care):

|

|

Time

Nursing Notes |

7 AR’ the pd £ concious.

> Reen  Roma i shna

| = yltale  ChelCked € Retoxd.

o

| > pd shifled o

[ [ [ [

| |
Samples collected by: Time:
Samples sent by : Time:
Medication given in ER:
Date/ | Medication - | Route . Dosage & Instructions Dgi‘gf?r g}gﬁ

| |

I

| |
! / |

i | |
[

| |

L
Repeat RBS (if applicable): ............ .| ST |

Condition of patient at time of shift - out : Details of Shift - out
\
HR: ..... S ]o -------- sr: \(R/S2.. .‘(3” LQ%Q Shift - out from ER to: OT ..........................
. m (410)
RR:.... 24 bim. spo,: .. 16D.Y-. AgrE | TS 30 P
GCS.....‘.§.[..LS._. ........ Temperature : .......<2.2...0.... ‘ )
- Handover given to: ........ S e
Pain Score: ...(2...... ‘ (Nurse’s Name)

Tick as applicable: T MLC O LAMA CIBROUGHT DEAD

Procedures done with details (if any): ...........cccccoocerrererennnes




